Abstract: Nearly 60 million informal caregivers provide care to aging adults. Despite its many 9 benefits, high intensity caregiving can impact caregiver health and quality-of-life. Therefore, the 10 objective of our study was to assess socioeconomic and demographic disparities in caregiving 11 intensity among informal caregivers. Using a randomized, nationally representative database of 12 1014 informal offspring caregivers from Medicare enrollment databases, the associations between 13 informal caregiving intensity and age, race/ethnicity, and income were examined using binary and 14 ordinal logistic regression. Caregiving intensity varied by demographics. High ADL caregiving was 15 highest among Black, non-Hispanic caregivers. High IADL caregiving and high number of hours 16 spent caregiving was highest in females, and non-White caregivers. Although the overall association
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provided per month, and 4) Duration (years) of caregiving. To measure these four intensity 75 domains, items from the NSOC questionnaire assessing aspects of caregiver duties were used. ADLs 76 refer to daily self-care activities that are necessary for fundamental functioning. This was measured 77 by the number of personal care activities caregivers helped with each month, including eating, 78 bathing, dressing, toileting, and helping care recipient move around. IADLs consist of other 79 caregiving activities not necessary for fundamental functioning, but allow an individual to live 80
independently. This domain included the number of instrumental activities caregivers helped their 81 parent with, including medication management, scheduling medical appointments, and other health 82 and hygiene-related tasks. The last two intensity domains were calculated based on the average 83 number of hours spent caregiving in the last month, and average number of years providing care. 84
The top quartile (25%) of each individual intensity domain were considered 'High Intensity 85
Caregivers', while the bottom 75% were considered 'Low Intensity Caregivers'. 86
To calculate the composite intensity measure, each of the four individual measures of 87 caregiving intensity scored one point if considered 'high intensity', and zero points if considered 88 "low intensity". This composite score ranged from zero (provided no high intensity care in any of 89 the four individual caregiving measures) to four (provided high intensity care in all four individual 90 caregiver domains). 91
Exposure variables: Caregiver demographics 92
Four demographic characteristics of caregiver respondents identified in previous studies of 93 caregiving intensity were assessed, to include caregiver age, gender, race/ethnicity, and annual 94 Demographic age was categorized into 10-year age groups (< 45, 45-54, 55-64, and 65+). 97
Race/ethnicity was based on three calculated domains (non-Hispanic White, non-Hispanic Black, 98
and 'Other' (Hispanic, American Indian, Native Hawaiian, Pacific Island, other non-Hispanic)). 99 and $75,000 or more). 101
Additional demographic confounders and covariates 102
Other key confounders and covariates commonly used in studies of disparities in caregiver 103 intensity and are shown to affect caregiver intensity, including caregiver marital status ( 
Data analysis 109
Univariate and bivariate analyses were used for all primary outcome and exposure 110 variables to assess individual measures of high intensity caregiving. For the composite measure of 111 high intensity caregiving, ordinal logistic regression models were used to calculate adjusted odds 112 ratios and 95% confidence intervals (CI), adjusting for covariates. Pairwise deletion was used to 113
handle missing values for each model. SAS 9.3 (Cary, NC) was used for all analyses. 114 115
Results: 116

Demographics of NSOC adult-child caregivers 117
The demographic breakdown for this sample of adult children caregivers is found in Table  118 1. The average age of caregivers was 54.6 years old. Sixty-nine percent of respondents were female, 119 while 31% were male. Respondents reported an average annual income of $56,582. Sixty percent of 120 respondents identified as non-Hispanic White, 31% as non-Hispanic Black, and 9% as another 121 racial/ethnic group. Adult children caregivers spent an average of 85 hours a month providing care, 122 and had been caring for an elderly parent for 5.6 years. 123 Caregiving, 2015). However, the observed associations were dependent on the type of care being 153 provided, such that certain caregivers were more likely to provide high intensity care in some 154 domains of caregiving than others. Surprisingly, no differences were observed between males and 155 females in high ADL caregiving. Historically, this has not been the case, and could be a result of the 156 changing face of informal caregivers, or in how the caregivers were selected for inclusion in this 157
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sample. 158
While our results largely confirm previous findings, our analysis adds to the current body of 159 caregiver research in several ways. First, the analysis uses a nationally representative sample of 160 caregivers previously identified by their care recipient. This is an important distinction from other 161 representative samples where respondents self-identify as caregivers. Second, our focus on adult 162 child caregivers sheds light on who is providing high intensity care to an aging parent. Investigating 163 adult child caregivers -an important and large subset of caregivers -is important, as they differ 164 from other types of caregivers (i.e. spousal) in significant ways. Examining this group separately is 165 recommended, as significant differences in caregiver characteristics, needs, and burden have been 166 
Limitations: 196
When interpreting these findings, there are a few important limitations to note. First, due to 197 the cross-sectional nature of this study, we are unable to determine causal relationships between 198 caregiver demographics and high intensity caregiving. A second wave of NSOC data will be available9 within the year and future analyses may be able to determine causality. Second, we did not look at 200 caregiver employment, which may impact caregivers' ability to provide different types and levels of 201 care. Third, caregiving responsibilities was dichotomized into high and low caregiving intensity, 202 rather than assessed along a gradient. As such, a composite analysis was conducted to assess 203 overall caregiving intensity as a continuous measure composed of multiple types of caregiving (e.g. 204
ADLs, IADLs, and hours per month). Next, all measures were self-reported, which may bias the 205 results toward more socially acceptable responses to the measures examined in the study. Sample 206 weights were not used in the analysis, as the importance of including weights in regression models 207 such as these in which descriptive population parameters are not being estimated are a subject of 208 debate in the survey analysis literature. Lastly, we assumed that missing data were missing at 209 random, and therefore did not impute missing values, and instead handled the issue of missing 210 values through the use of pairwise deletion. 211
212
Conclusions: 213
Our findings show both females and non-White caregivers are more likely to provide high 214 intensity care, though the intersection between these two constructs and the influence on outcomes 215
is not well known. What remains to be seen is the impact sociodemographic interactions have on 216 caregiver intensity and caregiver health outcomes. In addition, as the number of aging adults 217 increase and the face of caregiving evolves, we anticipate the sociodemographics of caregivers 218 providing high intensity care will also change over time, as well as their needs and necessary 219 supports. Consequently, policies and programs designed to promote caregiver health and quality of 220 life should consider these important sociodemographic disparities to protect and support this vital 221 component of the US health care system. 222
